In these cases, the introduction of aseptic oil into the pleural cavity checks the re-expansion and consequent adhesions by virtue of its slow absorption and weight and thus allows effective pneumothorax to be carried on. This is called inhibition pneumothorax (= oleothorax anti- symphysaire of French authors).
In some cases where a pleural effusion has occurred, the tendency to adhere becomes more marked and the pleura becomes thicker and more rigid.
Air inflations are not always enough to maintain an effective collapse in such cases.
In these cases, the introduction of oil into the pleural cavity lessens the permeability of the pleural membrane and secures a better compression of the affected area of the lung and, owing to its slow absorption, obviates the necessity of frequent refills. In certain cases with rigid-wall cavities, air insufflations are inadequate to effect a closure of the cavities. In some of these cases, the replacement of air by oil serves the purpose. This type of oleothorax is called compression oleothorax. In a smaller number of cases, the mediastinum shows insufficient rigidity and does not allow the introduction of enough air for pneumothorax without producing a mediastinal hernia. In these cases, the introduction of oil stimulates slight reactions and thickens the mediastinal pleura. In some cases a patient may be unable to continue the air insufflations at the required intervals. Here oleothorax may be substituted for pneumothorax very carefully. Oleothorax has sometimes been employed to close small transitory, intermittent or valve-type perforations, where the viscosity and pressure of the oil, aided by a thickening of the pleura at the mouth of the fistula, effect a closure of the opening. 
